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CASE REPORT
Tuberculosis (TB) is a disease caused by bacteria
belonging to the Mycobacterium tuberculosis com-
plex. The disease typically affects the lungs, al-
though in up to one third of cases, other organs
may also be involved.1 Extrapulmonary TB occurs
in perhaps 15% of all patients with TB.2 Primary
TB of the nasal mucosa is rare. There were 1486
cases of TB reported in the Netherlands, and only
four of those patients had TB in the mediastinum,
nasopharynx, nose or sinuses.3 In 1977, Butt re-
viewed the relevant English-language literature and
found reports of 35 cases of nasal TB during the
twentieth century, although only 12 of the 35 cases
were diagnosed as primary nasal TB.4 We report a
case of primary nasal TB that appeared to present
with only nasal septal perforation and crusting.
Case Report
A 44-year-old man, a laborer by occupation, pre-
sented at the Otorhinolaryngology outpatient
department of the Chung-Kang Branch of the
Cheng-Ching Hospital in Taichung, Taiwan, on
December 30, 2002, complaining of bilateral nasal
obstruction and an ongoing postnasal drip that
had been present for many years. There appeared
to be no abnormality upon external nasal and
neck examination. Endoscopic examination re-
vealed bilateral swelling of the inferior turbinates,
and disclosed, incidentally, a septal perforation
about 1.5 cm in diameter, with marginal brownish
crusting over the anterior one third of the nasal
septal cartilage (Figure 1).
At the time of examination, there appeared to
be no other significant local findings for the na-
sopharyngeal cavity, oral cavity and the larynx.
The patient had no significant family disease his-
tory, traveling history or smoking behavior. There
was also no evidence of fever, cough, headache,
fatigue or body weight loss. Admission was sug-
gested for resection of the inferior turbinates and
for a biopsy of the perforation’s margin. Chest X-ray
was obtained and proved to be unremarkable.
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Laboratory surveys revealed that the patient’s bi-
ological parameters all lay within normal limits,
including white blood cell count, erythrocyte
sedimentation rate, blood urea nitrogen level,
creatinine level and urinalysis. Human immu-
nodeficiency virus (HIV) and venereal disease re-
search laboratory (VDRL) testing proved to be
negative.
Simple resection of both inferior turbinates
was performed and three separate pieces (cephalic,
dorsal and caudal direction) of perforation-margin
tissue were taken. Histologic investigation of the
resected inferior turbinates revealed chronic in-
flammation and the presence of necrosis, with acid-
fast-staining bacilli noted following Ziehl-Neelsen
staining of all three pieces of perforation-margin
tissue (Figure 2). Wounds to both inferior turbi-
nates healed well following 2 weeks of treatment,
although the septal perforation margin still con-
tinued to crust.
Under the impression of primary nasal TB, we
referred our patient to the medical chest depart-
ment for the administration of oral antitubercu-
lous agents. Following a 6-month antituberculous
treatment regimen, the patient re-presented to the
otorhinolaryngology outpatient department. Local
physical examination revealed that the septal
perforation persisted, and was approximately the
same diameter as previously, although the perfo-
ration margins were smooth and no longer crusted.
At this time, a further biopsy of the perforation
margin was suggested, but the patient refused.
Discussion
At the time of writing, TB still appeared to be
progressing worldwide and constitutes a signifi-
cant health problem, and according to a statement
from the World Health Organization (WHO) in
March 2004, TB remains the principal cause of
mortality from all human infectious diseases.
Approximately one third of the world’s popula-
tion is currently infected with TB, and around 47%
of infected people currently live in Southeast
Asia.5 Although the incidence of TB appears to
be increasing globally, primary nasal TB appears
to be rare. In Taiwan, from 1992 to 2002 inclu-
sively, only two cases of nasal TB were reported
in the relevant literature.6,7 The possible infection
routes for such a disease are mainly associated
with such a malady arising as a secondary infec-
tion to pulmonary TB, with the infection spread-
ing by contagious, hematogenous or lymphatic
routes.8 Otherwise, dust or sneezing droplets from
diseased people may carry/suspend the organism,
introducing it into the nasal mucosa, although
direct traumatic inoculation by contaminated
fingers may also be implicated.9,10 Healthy respi-
ratory tract mucous membranes should normally
possess sufficient capability to resist the invasion
of tubercle bacilli due to the filtering action of
nasal vibrissae and the bactericidal properties of
nasal secretions.8,10 In Butt’s review of 35 cases 
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Figure 2. Histopathologic feature of excised perforation-
margin tissue showing an acid-fast-staining bacillus
(arrow) following Ziehl-Neelsen staining.
Figure 1. Nasal septal perforation with marginal brownish
crusting.
Primary nasal TB with septal perforation
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of nasal TB, it was predominantly found amongst
females and usually occurred in the elderly, the
most commonly affected site being the cartilagi-
nous septum followed by the inferior turbinates,
and the most common symptom being nasal ob-
struction followed by nasal discharge.4 Nasal
septal perforation often results from trauma or
iatrogenic surgery such as septoplasty for septal
deviation. It, one of the potential complications
of nasal TB, is usually related to the severity and
duration of the disease process.11
Culture isolation of M. tuberculosis from dis-
eased tissue is the definitive diagnosis for nasal TB.
In addition, positive acid-fast bacilli staining or a
resultant positive PCR product, testing of nasal-
discharge material or infected tissue can also pro-
vide effective and positive diagnosis for nasal TB,
and in order to establish the correct diagnosis, a re-
peated biopsy is recommended.11 Differential di-
agnosis, clinically, for nasal TB may include lethal
midline granuloma, syphilis, leprosy, fungal gran-
uloma, rhinoscleroma and Wegener’s granuloma.12
Appropriate treatment of nasal TB is along
the same lines as for systemic tubercule diseases.
The third edition of the Treatment of Tuberculosis:
Guidelines for National Programmes, published by
WHO in 2003, indicates that global TB control is
possible through a directly observed treatment
strategy (DOTS). The most commonly referred
to essential antituberculous drugs include isoni-
azid, rifampicin, pyranizamide, streptomycin and
ethambutol, although thioacetazone is not recom-
mended due to the risk of severe toxicity, espe-
cially in HIV-infected individuals.13 The necessary
treatment period for nasal TB is from 6 to 8 months
based on the different therapeutic regimens for
the different drugs.14
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